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By Rebecca Lubelczyk, MD, FACCP, CCHP-P

T

he Armond Start Award of Excellence
was established in 1997 in honor of one
of our founding members, Armond H.
Start, MD. Dr. Start represented the highest
of ideals in correctional medicine. The ACCP
Board of Directors is honored to recognize the
achievements of Dr. Warren Ferguson this year at
the Annual Fall conference.

member mentor
for a studentrun correctional
medicine interest
group at the
Medical School
that still continues
today.

To merit consideration for this prestigious award,
awardees demonstrate adherence to the highest of
professional standards, adherence to the highest
of ethical standards, as well as dedication to
research, publication, and training.

On a national
academic level,
Dr. Ferguson
created and
still leads the
Academic Consortium on Criminal Justice
Healthcare (ACCJH) which is a consortium
of medical education institutions that work
together to improve their education and access to
correctional medicine to their students, as well as
support research opportunities with public health
candidates. Through his direction, the ACCJH
has put on an annual conference for over 10 years,
which the ACCP has recently partnered with.
Warren, though never a board member, has been
an SCP/ACCP member for years and has worked
with previous SCP executive directors Paula
and David, and now with the ACCP’s Christine

Dr. Ferguson is a correctional leader as CoChairman of the Department of Family and
Community Medicine at UMASS Medical
School in Worcester, MA. in part for starting
their correctional medicine fellowship program
(which is no longer supported by the school,
unfortunately) and was integral in creating and
leading UMASS Correctional Healthcare which
was the non-profit vendor that provided medical
services to the Massachusetts state prison system
2003- 2013. Dr. Ferguson also formalizes teaching
opportunities for medical students and residents
so to rotate through the prisons as part of a
correctional health care elective. He is the faculty

DR. WARREN FERGUSON
(CENTER) WITH FELLOW
ARMOND START AWARDEES
DR. DAVID THOMAS AND
DR. MARC STERN
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INCOMING ACCP PRESIDENT
DR. KEITH IVENS
By Keith Ivens, MD, FACCP

A

fter more than 22 years of correctional medicine, I am
excited to become the next president of the American
College of Correctional Physicians (ACCP). I hope to
lead this organization by building on the successes of our past
president, Todd Wilcox, MD.
Many readers of CorrDocs do not know me, so allow me
to introduce myself. I started my correctional career at the
Indiana DOC in 1995. In 1997, the state’s medical services were
privatized. I became a regional medical director for a private
company and soon was transferred to the Alameda County jail in
California. Over the years, I have been the medical director over
contract in Delaware, Maine, Vermont, Tennessee, Mississippi,
Michigan, California, Montana, Colorado, Kansas, and Arizona.
Currently, I am the chief medical officer for CoreCivic (formerly
CCA) and president/owner of Correctional Medicine Associates,
PC. We deliver health services to federal, state, county, city,
international facilities plus re-entry programs. Even though I am
mostly a medical administrator, I still see patients in the clinics
and via telehealth.
I joined the ACCP in 1996. I was part of the team who organized
our fellowship program and have been the chairman of the
committee since 2002. I have also chaired the membership
committee, and have been on the board of directors since 2007.
I have presented at ACCP and NCCHC educational conferences.
As president, I want to continue to build on our long-standing
relationship with the NCCHC, but build new relationships with
the ACCJH, the American Correctional Association, public health
organizations and the American Medical Association. I will
advocate for strong, effective, and independent physicians in all
correctional environments. We will continue to hold educational
conferences in conjunction with the NCCHC. We will build
connections with the American Correctional Association, public
health organizations and the American Medical Association.
For years, we have sought specialty recognition for correctional
physicians as a regular specialty. Those efforts will continue.

Westbrook to the benefit of each organization, providing support
and legitimacy for our profession.
Per Dr. David Thomas’ nomination letter, “As an academic, Warren
is well-published in the correctional health care literature and has
reached out to share his publications with his colleagues and has
mentored and fostered young physicians to excel in the field. He
has offered to share authorship with not only leaders in the field
but beginners struggling to find their way. Warren is a delight to
work with and know. He is a true visionary and constantly raises
the quality of correctional health care through collaboration and
ethically maintaining standards for delivery.”
Dr. Armond Start consistently advocated that standards be set and
adhered to, and refused to compromise these positions even when
they were unpopular. Unceasing in his advocacy for better patient
care and professional correctional medical environments, Start was
a leader in demonstrating that one of the roles a physician has in a
setting that was not designed purposely for the delivery of medical
care is to advocate for what is in the best interest of one’s patients.
Beyond that, he realized that in order to attract and retain qualified
health care professionals, the environment they work in must be
professionally acceptable. Start helped to set the tone for modern
correctional medicine, beginning with his strong advocacy against
requiring physicians to participate in executions. In addition, his
role in drafting a professional code of ethics was seminal. Start
demonstrated his dedication to these activities so that people
working in the field would continue to be able to hone their skills.
Dr. Warren Ferguson will be honored with the award
memorializing our organization’s founding member, at the
Annual Fall Conference luncheon on November 5th, 2017
at the Hyatt Regency in Chicago, IL. Congratulations,
Dr. Ferguson! n

WHERE IN THE WORLD
IS THE ACCP?

Our outgoing president, Dr. Todd Wilcox, spent a good portion
of his term putting the ACCP on good business footing. He
hired new management, modernized our banking structure, and
advocated independence in our accounting systems. Our books
are in order and membership is up. Our website was rebuilt from
the ground up. We have new opportunities for social networking,
job opportunities, membership, and conference registrations.
Past president, Dr. Rebecca Lubelczyk, took over CorrDocs after
the death of Dr. Lynn Sander. She publishes the finest newsletter
in corrections. Please send her any submission you have.
I look forward to meeting you all at the Fall Educational
Conference in Chicago on November 5th. Please stop by the
ACCP booth in the NCCHC exhibit hall as well as I would like to
hear from you and what you would like to see the ACCP do in the
next 2 years.
Best regards,
Keith Ivens, MD, FACCP
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Can you guess which correctional facility soon-to-be President
President Keith Ivens is posing next to? Do you know its name?
Hint: Fly south.
Send your guess to christine@accpmed.org and the first correct
response will win the opportunity to share a beverage with
the Editor at the next conference you are in attendance of.
GOOD LUCK!!
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ROOT
CAUSES
By Rebecca Lubelczyk, MD, FACCP, CCHP-P

S

o, I’ve been thinking (those of you who know me might take
this opportunity to “duck and cover”). As an inquisitive person
by nature, as well as a social scientist part-time, and finally
a do-gooder, save-the-world-from-ourselves optimist, I wanted to
figure out why we have so many patients under our care. Why do
people do bad things, often more than once, and end up with us.
I’m glad to hear other colleagues also voicing this same question
and coming up with other root causes, as Dr. Lee so eloquently
writes in his piece in this issue of CorrDocs. I encourage you to
read it, understanding better how poverty puts our society at risk
for using incarceration as an answer to the wrong question. As you
can see, the answer to this question is not simple.
I will add to that element of social injustice with my own
perception that I have developed after taking care of patients for
16 years and listening to some of their stories: poor parenting.
Hear me out on this one. As a parent, I have realized how deeply
we can affect our kids either positively or negatively with not just
actions, but with words too. We can really screw up our kids and it
doesn’t take much. Now, I’ve got resources to help me keep in control
and hopefully set a good example for them. My patients and my
patients’ parents often did not have those resources. They struggled
financially; they struggled socially; they struggled emotionally and
mentally. Many of them had experienced poor parenting themselves
and learned those lessons that they now teach their kids.
Now, I don’t mean “poor parenting” as if they chose to be bad
parents. We all know how quick others are to judge in this age of
instant social condemnation yet don’t apply the same standards for
themselves. Our patients’ parents didn’t have much of choice. They
didn’t have supportive family members to help with a new baby,
they couldn’t afford day care so they could go to work or go to
medical appointments. They may have chosen to leave their child
in the care of someone that should never have be entrusted with
a minor. They may have grown up in households with unhealthy
coping mechanisms (alcohol, drugs) and learned that was how you
deal with adversity. They may have been taught violence is how
you control other’s behavior, how you get what you want. They may
believe they are unloved unless someone shows them kindness, no
matter how manipulative it is.

MARYVILLE TREATMENT
CENTER
Maryville Treatment Center is a Missouri Department of
Corrections minimum security prison for male inmates on
the grounds of the former Mount Alverno motherhouse of
the Sisters of St. Francis of Maryville in Polk Township,
Nodaway County, just outside Maryville, Missouri.
The Franciscan motherhouse was built in 1947 and its
distinctive yellow belltower on the bluff above the One
Hundred and Two River is a distinctive landmark. The
Sisters founded and operated Maryville’s St. Francis
Hospital. In 1963 they opened the Mount Alverno
High School for Girls next to the motherhouse. The
school closed in 1971. In 1985 the order abandoned the
motherhouse and school when they merged with Sisters of
St. Mary to form the Franciscan Sisters of Mary with the
headquarters in St. Louis, Missouri.

One patient told me how his father used to beat him and his sister.
Then one day, the father decided to teach him “how to be a man”
and ordered my patient to beat his sister. “He said if I didn’t beat
her, I’d take the beating instead of her. So, I took the beating.” He
refused to lay a hand on his sister and not only was he beaten, he
was repeatedly told how much of a man he wasn’t.
Dana Neitlich, program manager for Massachusetts Partners in
Correctional Healthcare (MPCH), has been in correctional mental
health for years and has often said many of our patients “didn’t
have a chance coming out of the womb.” I really think she’s right.
Maybe instead of channeling monies to more prisons, more laws,
more fines, more incarcerations, our society should focus more on
supporting our parents – our kids will thank us for it someday, when
they realize what could have happened to them if we didn’t. n
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CRIMINAL JUSTICE –
AN OXYMORON
By Charles Lee, MD, JD, MBA, CCHP-P

I

frequently hear politicians refer to “criminal justice reform”
and immediately sense that they don’t have a clue what they
are talking about. Some apparently are thinking of how to
arrest and lock up more criminals; some think of building more
correctional facilities; some think of longer sentences; some think
of shorter sentences; some think of rehabilitation and some think
of the cost burden on society, both in terms of money and the social
effects. Other than the previous president, there are probably very
few, if any, who have ever visited a correctional facility.
Rarely does anyone express thoughts of the root cause of
criminality or the care and treatment of those incarcerated, or how
to effectively manage ex-offenders. Never do they express how they
can finance criminal justice and correctional reform. The United
States of America incarcerates a greater per capita of its population
than any other civilized country. The land of opportunity; yeah-the
opportunity to go to jail.
Criminal Justice Reform must include
ALL aspects of the criminal process:
+ Societal bases of criminality

+ Rehabilitation

+ Police behavior on the streets

+ Re-entry processes

+ Courts processes

+ Drugs

+ Correctional functions

+ Societal reception

Societal Bases of Criminality
ADDRESS POVERTY! Criminality, racism and poverty are
intimately related. Those in poverty ridden areas are struggling for
survival. They see survival as related to money and escapism. The
need for money results in robbery and trafficking and associated
crimes; the need for escapism results in drug use and associated
crimes. Do you see this in affluent neighborhoods??? Formal
education in the ‘hood is futile. That is not seen as an opportunity.
Their education is street education, aka, how to survive and get
over. Society has neglected its youth and its poor; many of which
are the same. How does a single mother with a minimum wage job,
or two or three, have the time to nurture her children? It’s left up to
the OG’s in the streets. The schools are too busy trying to maintain
law & order in the classroom to provide guidance and education.
Police Behavior on the Streets
Self-explanatory?? Maybe not. We all are aware of the police
atrocities that have happened. Are all cops engaged is this
behavior? Of course not. But it happens too much. Are the police
to blame??? Probably not. But what is to blame: inadequate
training, insufficient resources, insufficient pay to recruit good
officers, insufficient knowledge of human behavior, fear of other
side, distrust from the community. Police may not identify or
relate with those they are to serve & protect. To serve & protect.
Who are they serving; who are they protecting? There are some
police departments that are beginning to do more community
interactions. This is excellent and should expand to all police
Page 4 /

departments. Sensitivity training, de-escalation training (a la Salt
Lake City police department), racial understanding and use of nonlethal force should all be more of the officers’ arsenal, than shoot
first and ask questions later.
Courts’ Processes
This is what most people think of when they talk about “criminal
justice reform.” And this thinking ranges from stricter sentencing
to less strict sentencing. Now, how can these extremes be resolved?
Education and compromise! First of all the defendants deserve
adequate representation. Most end up getting a public defender.
They are excellent lawyers who have tremendous experience; but
are tremendously overworked with piles of caseloads. They do not
have the time, resources and personnel to devote to a case that a
private retained attorney does with unlimited funds. Isn’t it odd that
the prosecution had many more resources than the public defenders?
Sentencing varies tremendously; not only in different jurisdictions
but in the same court. We all know of the difference in sentencing
between cocaine and crack offenses. Fortunately, this is one area
of present optimism. More and more mental health, veteran and
drug courts are being created. There may be light at the end of the
tunnel; I just hope it’s not a train. Sentencing guidelines, although
well-intended, may not address the particular circumstances of a
particular situation. Judges vary not only in different jurisdictions
but in the same courthouse with different attitudes and prejudices.
Correctional Functions
Having visited over 100 correctional facilities, including juvenile,
jail and prisons and detention centers all over America, I have
seen marked differences in correctional institutions, and security
methods. Incarceration is the punishment for committing a crime;
not inhumane medical or custodial care. Administrate segregation
(AdSeg) defeats its purpose. It borders on inhumane care. There
are stories of offenders being in AdSeg for years. Reportedly, the
longest time for an AdSeg inmate is ~40 years. Imagine being
locked-up for 23 hrs. a day with nothing to do. Cruel & Unusual
punishment??? It is my understanding one warden decided to
eliminate AdSeg. Congratulations!!!
Some correctional officers (CO’s) are paid very low wages.
Terrible. Pay may vary from $32, 000->$100,000/year (median is
~48K). CO’s have a dangerous and difficult job: subject to physical,
mental & verbal abuse all day long and get $3000/month? Take
out taxes and what do you have left? Do you think this attracts the
most qualified and best suited? I don’t. Officers’ training varies
tremendously from OJT to 14 weeks at an academy. OJT is the
blind-leading-the-blind. Bad habits and attitudes are propagated.
The facility physical structures vary from old 1800 “castles” to
modern structures with adequate facilities and equipment.
Society has determined to “house” its offenders and therefore
have an obligation to humainly “care for” them, Estelle v Gamble8th amemdment Supreme Court case. Does it really make sense
to keep someone incarcerated forever? Incarceration is not a
u
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deterrent! Is there not a possibility of that person learning a lesson
and not committing a future crime? Incarceration doesn’t teach
them a lesson. We need to get over our vindictive emotions to put
someone away forever. How does that benefit society? Well, it gets
them off the street!!! Is warehousing our goal? There are good
programs, e.g. T.R.U.E. program in Connecticut. There need to be
more. All correctional facilities in America should be accredited by
a national accrediting organization.
Rehabilitation
Punishment without rehabilitation! The only rehabilitation
offenders get is training on new ways to commit new crimes.
I’m exaggerating to make a point. Many, if not most, offenders
have had poor education and few social employment skills. So we
lock them up and then throw them back into society, in the same
neighborhood and expect a different result. What was it Edison
said about doing the same thing and expecting a different result?
Exception: there was a juvenile facility that once an offender
reached 18 and had been incarcerated for a period of time, they
were eligible for junior college at state expense. Now that makes
sense. We need to train and educate them before throwing them
in the streets. Yes, I’m aware of some programs with jobs waiting
for them. But this affects the minority of inmates. We need to
work with the community with state sponsored programs and
community training programs to provide skills and trades so those
released can get a job. No money, no money, no money is the cry
we hear especially from politicians who are short sighted and don’t
want to raise taxes for fear of angering their constituents. There
are studies that show that money spent now will save more money
in the LONG run. That’s the problem-the LONG run! In this age
of instant gratification we want the savings now. So we release
inmates into our neighborhoods with no skills and no chance
of success. A Department of Corrections changed its name to
Department of Corrections & Rehabilitation and then decreased the
rehabilitation programs. In most facilities rehabilitation is nonexistent or at best minimal. Admittedly, it varies tremendously.
How can you expect someone off the street to leave jail to back to
the same community they came from with the same mind set and
behave differently. One inmate asked me what I thought he was
going to do when he got out. He had no family, no prospects of a
job, no money and could not leave the county. He had to survive!
The only way was to rob or sell drugs. What do we expect?
Re-entry Processes
Re-entry is closely linked to rehabilitation. Offenders are sent
into society with nowhere to go. They are expected to figure it out
themselves. This is of particular importance to inmates with mental
disorders, chronic medical conditions, veterans and those homeless.
Where are they going to go and get the help they need? First of all
there are not enough places to provide those services. Second, they
are underfunded, understaffed and inadequate.
Drugs
The love of drugs is the root of all evil. Many, if not most,
offenders’ incarceration is related to drugs somehow, whether it’s
use or dealing. I’m convince this is all related to the need to escape
from the pain brought on by our divided society. This has destroyed
our society. No, I don’t have answers; but it’s something to be

addressed intelligently. “Just say no”; come on we can do better
than that. Address the need; not just the supply.
Societal Reception
It all comes back to our society. Is our society ready for criminal
justice reform? I believe they want it but are afraid to have it. It is
better to just lock them up and throw away the key. Now we are
safer; but our society is poorer. “Out-of-sight; out-of-mind.”
Don’t bring them to my back yard. We need to educate our citizens
on the value of accepting ex-offenders back as our neighbors. I
would rather have a rehabilitated ex-con neighbor than someone
thrown back simply because their sentence is over. Ex-offenders
are all around us. We only find out about is when another crime
is committed.
Solutions(1)
The solution is with the politicians:
+ Politicians first need to educate themselves about the
problem(s); both the root cause and long term solutions.
Yes, visit an institution and see for themselves. Talk to
inmates and staff.
+ They need to open their minds away from incarceration
to rehabilitation
+ Funding, funding & funding. Yes, through taxes.
+ Think long term; not just to their next term. It costs more
to incarcerate than to send to college. ~$30,000+/year/
inmate, total of $39 billion in 2010.
+ Develop community programs & housing
+ Be open-minded with a desire to fix the criminal justice
system on all levels: local, county, state & federal
+ Seriously address the societal causes of criminality
+ Seriously address the legal & illegal drug problem
+ ADDRESS POVERTY!
EPILOGUE
Private For-Profit Correctional Institutions?????
There are actually correctional facilities that actually make money
incarcerating people? I do not mean those who actually work for
their money; but those who sit home, look at their investment
statements and earn. Wow-what a novel idea that only in America
could occur. Just think: all you have to do is encourage the
legislature to create more laws, have the judges send more to
jail with longer sentences and look at your profit-loss statement
improve.(2) Does that really make societal sense? Those same
companies could be creating programs in the communities where
all this crime is happening to help accomplish all the above. But
there is probably not very much money in that; it just help our
society. But who cares about that. n
References
1. https://www.vera.org; https://www.samhsa.gov
2. Former Luzerne County Judge Mark Ciavarella Jr. was convicted of taking $1 million in bribes
from developers of juvenile detention centers. The judge then presided over cases that would
send juveniles to those same centers, one of whom committed suicide.
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Hyatt Regency Chicago
November 5, 2017

Essential Topics for Correctional Practitioners

2017 Fall Educational Conference Topics
Legal issues in the practice of correctional medicine: including how to be a
good defendant, how to be a good expert; this session will include a mock
trial
Mental Health issues in the practice of correctional medicine
Our Patients Speak” – A Special Session with individuals who have spent
significant time in isolation
Please see our website for the full agenda, at www.accpmed.org, visit our Facebook page
for event updates, www.facebook.com/AmericanCollegeofCorrectionalPhysicians, or email
Christine@accpmed.org.
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ACCP FALL EDUCATIONAL CONFERENCE –
LITIGATION, DEPOSITION, MENTAL CAPACITY & ISOLATION
NOVEMBER 5, 2017
HYATT REGENCY, CHICAGO, IL

T

his year’s conference will deal heavily with legal

Sara Thomas, Attorney – CCS + TBA

and mental health issues, with a focus on the use of

The sticky intersection between mental status and decision making:
Informed Refusal and Consent, Competency, Capacity.

isolation. Based on the feedback, we are expanding

our legal session to include more in-depth education related to
physician as defendant and expert. The training will include
a mock deposition which will be video recorded. The lawyer
will then use the recording – as he might in litigation – during
parts of a mock trial. Another speaker will help us tease
out issues in a common – and sticky – area of intersection
between mental health and the law surrounds: patient decisionmaking, specifically the ability to consent and refuse. Closely
related to this, another speaker will help us navigate another
common and litigation-prone situation: differentiating between
medical vs. mental health etiologies in a patient with bizarre or
agitated behavior. Many of these patients end up in isolation,

Larry Wulkan, CCHP, Attorney –
Stinson Leonard Street LLC
How to testify as a defendant physician and an expert physician in
correctional cases, including videotaped mock deposition, and then
mock trial.
John S. Wilson, PhD, CCHP-MH, Vice President of
Clinical Development – MHM Services
+ Jeffrey Keller, MD, FACEP, Chief Medical Officer –
MHM Services
Bizarre/Agitated Behavior: Differentiating the Mental Health from
Medical Etiologies and Management

which will be the focus of the rest of our conference. We will
hear perspectives from three different voices: mental health

Superintendent – TBA

professional, correctional professional, and patient. Our mental

From the eyes of Custody Administrators: What role can
physicians play in decreasing the use of isolation beds?

health professionals will review the evidence for harm from
isolation and help us design safer systems. Our correctional
professional will share what she sees as the role for physicians
in a decision – and phenomenon – that is largely custody-driven.
And finally, and arguably most importantly, we will end the day
with ACCP’s signature “ACCP Talks to its Patients” session.
During this session, a panel of 4-5 formerly incarcerated

John S. Wilson, PhD, CCHP-MH, Vice President of
Clinical Development – MHM Services
+ Joel Andrade, PhD, LICSW, CCHP, Director of
Clinical Operations – Mental Health, MHM
Does Isolation cause harm?: What is the evidence. What systems
and warning signs need to be in place to avoid that harm?

individuals of different genders and races will share their
stories of YEARS in isolation and engage in a conversation
with the audience. If you are a physician, nurse practitioner, or
physician assistant practicing in a jail or prison in the US, this is
a conference you cannot afford to miss.

Looking for More Networking?
...More CME Opportunities?
...More Corrections?
Put these ACCP Education/Networking
events on your calendar NOW!

“ACCP Talks to its Patients” – Long-term Isolation
A panel of 4-5 formerly incarcerated individuals who have each
spent extended periods of time (years) in isolation will tell their
stories and then field questions from the audience.

11TH ACADEMIC & HEALTH POLICY CONFERENCE
ON CORRECTIONAL HEALTH
MARCH 22-23, 2018 | HOUSTON, TX
SPRING CONFERENCE ON CORRECTIONAL
HEALTH CARE
APRIL 21-24, 2018 | MINNEAPOLIS, MN
CORRECTIONAL MENTAL HEALTH CARE CONFERENCE
JULY 15-16, 2018 | LOS ANGELES, CA
NATIONAL CONFERENCE ON CORRECTIONAL
HEALTH CARE
OCTOBER 20-24, 2018 | LAS VEGAS, NV
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AROUND THE WORLD
IN 80 CORRECTIONAL FACILITIES
By Dr. Mark Bigwood, DRCOG, MRCGP, Bristol, U.K.

I

n 2016 I was granted a travelling fellowship from the
Winston Churchill Memorial Trust in London to study
correctional healthcare in the United States and Australia.
I’m a family physician in the south of England and my practice
looks after 7 local prisons. After working in the National Health
Service for 35 years and with offenders for the last 6, it was
time for a sabbatical.
Arranging the trip was a struggle until I found the website of
the American College of Correctional Physicians and was put in
touch with Dr. Marc Stern. With his help and advice things soon
fall into place and I had invitations to visit colleagues all over
the United States and Australia.

Paul Mulloy and his team in Nashville showed me how they are
reducing re-offending by up to 75% in some groups of prisoners
by addressing 4 or more of 12 key criminogenic factors. In a
busy week, we visited county and community facilities and
attended one of Paul’s outstanding educational meetings. Here
I heard a presentation on prescription medication abuse from
DEA agent Stan Jones. With tablets changing hands on the
street for up to a dollar per milligram, Oxycontin is worth a
million dollars a kilogram, making it second in value only to
diamonds.
In Orange County, medical Director Hsien Chiang took me to
a regional medical services meeting where I heard about a host

MEETING SHERIFF DARON HALL
DAVIDSONS COUNTY, NASHVILLE

ME AT GRAND CANYON

Being a guitarist with a lifelong love of blues and country
music, I had wanted to visit Nashville and Austin for a long
time. Heading west I was able to spend a week in California
before arriving in Las Vegas for the ACCP and NCCHC
conferences. By a stroke of luck there was a correctional health
conference in Sydney, Australia which I was able to attend after
visiting prisons in Cairns in the tropical north and Melbourne in
the south of this amazing country.
The trip was a fantastic experience. My hosts could not have
been more welcoming, patient with my questions, and generous
with their time.
Captain Juan Sandoval in Austin bore the brunt of my ignorance
during the first week and talked me through “American
Corrections 101.” He explained the differences between state,
federal and county, and a thousand other details besides.
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PARIS HOTEL LAS VEGAS
ACCP/NCCHC MEETING

of administrative and recruitment issues, some very familiar
from home, some entirely new to me. We visited a selection of
correctional medical centres California-style. On the last day
Hsien and his team treated me to the finest lunch of the entire
trip at Brodard Chateau; don’t miss it next time you are in
Orange County.
After an unforgettable day at the Grand Canyon, I arrived in
Las Vegas for the ACCP and NCCHC conventions. If the Grand
Canyon was overwhelming in scale, the NCCHC convention
with 2000 attendees wasn’t far behind, utterly dwarfing any
medical meeting I had previously attended. The range and
quality of the presentations was excellent. It brought home to me
however the massive scale of corrections in the United States
with 2.3 million prisoners compared to 88,000 in the UK.
Correctional care in Britain is integrated with community

u
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general practice as part of the National Health Service which
has provided free healthcare for all since 1948. Unfortunately
the NHS as a whole is currently struggling with spiralling costs,
an aging population and following a decade of austerity.
We have few advanced role nurses or nurse prescribers in
the UK; everything from prescribing acetaminophen to
certifying death devolves to doctors. Surgeries are hectic and
prison doctors also run busy general practices without the
administrative back up that seemed the norm in the US and
Australia. At present there is no equivalent to the ACCP to
encourage research, hold meetings and share best practice.
Prescribing decisions in British prisons are made during
one to one consultations with inmates without the support
of protocols or an extended clinical team. This system is
flexible and compassionate but isn’t always consistent and can
be very hard on the individual clinician. Trying to negotiate
reductions in sought-after medications like opioids hypnotics or
gabapentinoids, even where there is little apparent indication for
them, can be a fraught and exhausting experience with a high
potential for litigation and complaint.

I hope this outline of our contrasting approaches to correctional
healthcare has been of interest. Although many of the
differences reflect judicial and social factors we as doctors can’t
do much about, the underlying wish to help this vulnerable
group of patients was the same in every centre I visited from
Nashville to Sydney and back home to Bristol, and in this
respect, there were no differences at all. Thanks again to my
overseas correctional friends and colleagues for making the trip
both enlightening and very enjoyable. I hope to have the chance
to repay their hospitality in the future. Finally, some lines from
a speech by Sir Winston Churchill when he was Home Secretary
in the government of 1910, that show something of the man and
why he is remembered so fondly today:
“When the doctors, chaplains and prison visitors have come
and gone, the convict stands deprived of everything that a free
man calls life. The mood and temper of the public in regard to
the treatment of crime and criminals is one of the most unfailing
tests of the civilization of any country.” n

SHERIFF JOHN FORD [LEFT] JOHNNY
CASH WARRANT CARD AND DIRECTOR
OF PROGRAMMES [RIGHT] PAUL MULLOY,
DAVIDSONS COUNTY, NASHVILLE

THE CALIFORNIA REGIONAL TEAM
– ME SIXTH FROM THE RIGHT
WITH HSIEN CHIANG

In the UK, opioid dependence confirmed
by urine screening in reception is almost
universally managed with methadone
substitution. Compulsory detoxification
only takes place if an inmate is sentenced to
more than six months, in which case a slow
taper is used. To detox from a typical 40mg
methadone takes several months.
Those who intend to continue to abuse
opioids on release are offered a re-tox onto
methadone to reduce their risk of overdose.
All prisoners are handed over to their
community GP on release with a week’s
medication, that day’s methadone, and an
appointment with their community methadone
clinic for ongoing prescribing.

ANOTHER SH
ERIFF ALTO
GETHER - TH
DUKE! MR.
JOHN WAY
E
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ON CALL PROCEDURIST –
AN INNOVATIVE ALTERNATIVE TO SEND OUTS
By Carlos Flores, NP

I

procedure). More importantly this enhances the relationship
between MPCH and the DOC. Since the Procedurist program has
commenced in February of 2014, we have saved about five trips
per month.

Approximately, three years ago MPCH (Massachusetts Partners
in Correctional Healthcare) set up an on-call procedurist system
whereby a trained practitioner is called to repair lacerations
when there is no provider on site. The Procedurist is not the

Back to our patients involved in the altercation - the inmate on
“neuro checks” is refusing to be sent out and says that he has had
multiple facial injuries as he was a boxer and does not feel there
is anything serious going on with his eye. He is aware that his eye
is closed shut due to swelling and something may be wrong and
it would be best to rule this out by imaging. He is aware that the
best test to rule out an orbital fracture is a CT scan which we do
not have on site. He refuses the Emergency Room trip and opts
for an x-ray on site. He also opts to see ophthalmologist on site

t is a Saturday night (or a very early Sunday morning for
some) at 0100 and I walk by a holding cell (where inmates are
housed before appointments) and an inmate apologizes for
bothering me so late at night. He was involved in an altercation
with his cell mate who is also being housed in our 24-hour
staffed health services unit. The first patient sustained multiple
lacerations that need closure by suturing. The other inmate is on
observation with “neuro checks” due to facial injuries. I am a
nurse practitioner and the Procedurist on call.

first point of contact as there is a provider, on call for the state,
who must deem it necessary for the Procedurist to be contacted.
The Procedurist is then notified when it is medically necessary.
The Procedurist directly speaks to the facility nurse on duty
and decides if it is a laceration they feel comfortable repairing.
If the Procedurist feels comfortable repairing the laceration,
equipment is gathered so that when the Procedurist shows up, set
up is ready for them to repair. This Procedurist title allows us to
expand to other procedures. We are in the process of extending
to procedures other than lacerations which are not limited to
dislocations, IV access, incision and drainage procedures, plus
others. We currently have two Procedurists on call, one to cover
the northern and one to cover the southern region of the state.
Most patient inmates who are sutured on site are happy that
they are not sent out to a tertiary facility as they prefer not to
be shackled and sent out for a trip which may take four or more
hours. On a similar sentiment, the Department of Corrections
(DOC) is pleased since these injuries arise after hours and they
have limited staff for send-outs. On this specific night, they
would have needed to send out four officers as this altercation
would have required two separate trips. I, in turn, am happy
as this gives me a little extra spending cash (I get paid per
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instead of going out to a tertiary facility.
The other patient in the holding cell has two facial lacerations
that extend into the subcutaneous layer of skin and is aware he
needs sutures. He notifies me he has never had sutures. After
patient teaching, I notify him that I feel very comfortable
suturing his facial lacerations and he signs a consent form
understanding benefits and risks. After I was done I notified him
that his wounds should heal well as the wound approximated
nicely as the laceration were along Langer lines. He was very
thankful.
The DOC, MPCH, and for the most part the patient inmates
prefer to have minor procedures done on site. Patient inmates
do not like to be tied up for long lengths of time. In my ten
short years, I have noticed that most patient inmates refuse trips
they do not feel are needed as they do not like to be shackled
with metal cuffs. Our correctional and medical administrations
appreciate providers performing as many procedures on site as
possible to minimize send outs. Avoiding send outs decreases
public risks, decreases costs, promotes patient compliance, and
improves the delivery of efficient care. n
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IMPLEMENTING A CORRECTIONAL
ELECTRONIC HEALTH RECORD
By Jeffrey C. Fetter, MD, Chief Medical Officer, NH Department of Corrections, Centurion

W

e implemented an Electronic Health Records (EHR)
in a state-wide prison health system in 2016. At
a time when EHRs are widespread in free-world
healthcare, like many correctional systems, we had been
using paper charts. Choosing and implementing an EHR
represents an enormous opportunity to improve the quality
of communication, documentation, and care in a correctional
health system. But with any great change opportunity is the
risk of errors if implementation is not organized and training
is not effective. This article shares some observations and
lessons learned.
Selecting a
Vendor Team
The team itself is critical –
you will spend a lot of time
training, arguing, and joking
with these people. Make sure
you like them at the beginning
when choosing a product,
because if you don’t like
them now, you sure won’t
like them later.
State of Mind
Be curious. During
implementation meetings,
many explanations of work
process will sound unworkable
or redundant. Why did they
design it that way? Why do we do things this way now? Why
are there three ways to access that function? Hearing the
second layer of explanation before suggesting changes or
voicing concerns will make your change requests fewer and
more on point.
Provider Acceptance
Every provider’s priority is “user friendliness.” That is the
most elusive concept in the EHR world. No electronic
program is as friendly as jotting a medication order in your
own handwriting on an order sheet, or initialing a lab slip.
Gaining provider acceptance cannot rely on comparing the
time taken doing these tasks electronically to doing them on
paper, and most administrative advantages (reporting, quality
improvement) will not resonate widely. A provider’s day to
day concerns are “Can I see all the patients I need to see?”
and “How do I avoid making mistakes?” To speak to these
questions, demonstrate how an EHR prevents chasing down
issues on patients slipping through the cracks by making it easy
trigger important tasks and find information. That is the sense
in which it is “user friendly.”

Visit Sites Using the Product
Facilities that have been using the product successfully are
a valuable framework to keep in mind during all phases of
implementation. They will have already adjusted their business
processes to match the product, or have modified the product to
match their processes. Therefore understanding the way things
are done there helps you to translate your needs into analogies to
that site’s process, which the vendor will understand better. For
instance, in such a visit we came to understand how the difficulties
we had with our scheduling system made sense in a prior site’s
set-up with clinicians rounding on tiers, whereas we have a central
clinic. Understanding that allowed us to explain to our vendor why
our system needed to print slips appointment times.
Understand
What’s a No-Go
At various points in
development the pressure to
get it done soon will meet the
desire to get it done right the
first time, and team members
will need to decide if a given
feature is good enough for
now. Here are some questions
to ask yourself in that
situation:
1. How bad is the outcome
this feature prevents? In one
instance, we moved forward
with our initial assessment
form, though it had not been optimized for content,
since critical information was being recorded and my
improvements were to make it easier to read and fill
out – not high level safety concerns. On the other hand,
we prioritized hammering out medication call times before
Go Live, as they differ among units in our facility, or
else medication orders would not show up on the MAR
consistently which is an immediate patient safety issue.
2. How long would it to take to fix it? See “Change Requests”
below – coding changes may be a year down the line or
longer, so those may be worth insisting on at Go Live if
they are safety concerns.
3. Is an interface involved? Interfaces with other programs
(eg. Pharmacy or offender records software) are difficult
to change and fix, and may be better handled before
Go Live.
4. How tedious is the workaround? For example, if the feature
lets you avoid labor intensive document scanning, you may
decide that your fixed staffing levels make the feature a
priority, even if in theory the workaround makes sense.
Continued on page 12 u
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Change Requests
There are three levels of changes to an electronic health record.
The lowest level change is something that can be done locally.
For instance, you may wish an alert to pop up whenever a
certain medication is ordered, and your pharmacist may have
permissions to create that. In that case, you may need some
training from the vendor, but no more. Second, there are routine
changes requiring the vendor to act, such as editing a form for
content, or changing data displayed in a report. These relatively
simple requests will have a small charge and rapid turnaround.
Coding changes are where more money and effort are involved
depending on the level of complexity. Finding ways to solve the
users’ problem while avoiding escalating up that chain is the
Project Manager’s job.
Business Process versus Change Requests
Information Technology staff may rightly notice anxiety about
the EHR among staff, and begin to see Change Requests as
premature reactions to problems that really need business
process changes. It is very helpful to have someone available
to arbitrate these impasses. This person should have command
of both business processes and the IT infrastructure, while
not being really on either clinical or IT’s teams at all. A senior
administrator is ideal.
Understand Roles
It’s helpful when all users have a clear idea prior to Go Live as
to the roles of various key players, to avoid the frustration of
being referred from the first resource they call.
+ Superusers are the local co-workers who are extra-trained
in the product as a resource to their peers; these generally
should be the first resource a user contacts.
+ The local Information Technology (IT) department’s
role is to make sure the hardware and the underlying
connectivity between machines works. Train your staff to
do a few basic checks before calling them (like checking if
email is working and rebooting the computer).
+ The vendor’s IT largely deals with the content of the EHR
itself.
+ The Project Manager oversees the organization of GoLive, Training, and Release Testing. This person may be
either IT or Clinical.
Testing
User acceptance testing is the critical process of having endusers check the most recently updated version of the product
to certify that vendor made the changes in the EHR that they
requested. We found that asking users to do this individually
did not work because people had incomplete understandings
of what was changed and why, as well as how those changes
impacted other business processes. We adopted a testing process
where users from relevant departments would gather together
in a computer lab, and both test the specific changes in the
most current release, and also run through a standardized script
of their common tasks to ensure there were no unexpected
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bugs. It’s also important to understand the limitations of
your testing process. For example, we are unable to check
pharmacy interfaces in our test mode, so we must be vigilant for
unexpected medication ordering bugs after release of each new
version.
Conclusion
Being part of a correctional EHR implementation team is a
complex but potentially rewarding experience, as you see how
your clinical and leadership skills help mold the product into
something useful for your staff, while your knowledge of the
EHR guides your staff to proficiency. And beyond that, it is a
chance for everyone to look at old processes with fresh eyes, by
focusing on the organization’s mission.
If the EHR team and its leadership have the ears to listen, it can
provide a host of opportunities to make the entire health care
operation more effective and efficient. n

CONGRATULATIONS TO
OUR NEWLY ELECTED
BOARD MEMBERS!!
We had a fabulous group of colleagues from which to
choose! Thanks for voting and please congratulate these
new ACCP board members who will be seated at our Fall
Conference in November!
+ Juan “Rudy” Nunez,
MD, FACCP, CCHP-P
President-Elect
+ Jeffery Keller,
MD, FACCP, CCHP-P
+ Lawrence Mendel,
DO, FACCP, CCHP
+ Dave Thomas,
MD, JD, M.Ed
+ Asher Turney,
MD, MSPH, FACCP, CCHP
We invite those nominated and all other members to
consider volunteering with the ACCP to help it continue
to grow and succeed! Contact Christine Westbrook at
christine@accpmed.org for details. n
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QT PROLONGATION IN MEDICATIONS
AND THE RISK OF POLYPHARMACY
By Vincent F. Carr, DO, FACP, FACC

A

ll medications have unintended
effects not related to the therapeutic
effects. An adverse drug event
(ADE) is defined as an injury resulting from
medical intervention related to a drug(1). Some
ADEs are relatively minor and some may be
potentially fatal particularly when multiple
medications with the same ADE potential are
inadvertently prescribed concomitantly such
is the case with medications that prolong the
QT interval in myocardial cells.
The electrical activity of cardiac cells can be
inscribed during an electrocardiogram and
the wave patterns are described through a
nomenclature of the “P” wave associated with
the depolarization of the atria, the “QRS”
wave the depolarization of the ventricles,
and the “T” wave the repolarization of the
ventricles. The QT interval is the time of the
ventricular depolarization and repolarization.
This interval is variable based upon a
person’s genetics such as those of the Long
QT syndrome, (Jervell, Lange-Nielsen,
Anderson or Timothy syndromes) and the
person’s heart rate (2). There are formulas
available to determine what the “corrected”
(QTc) interval should be in relation to the
heart rate. The normal “corrected” adult QT
interval ranges from 350-440 milliseconds
with greater than 440 milliseconds as
abnormal. There are a number of formulae
to calculate the QTc interval, but the
best approach is to look up a table with
these values (3) or a website app (4). Many
medications also influence the QT interval
and people who have one of the Long QT
syndromes may an increased propensity to
have an ADE when prescribed a medicine
that prolongs the QT interval.
There are numerous classes of medications
that prolong the QT interval not associated
with one of the Long QT Syndromes.
These medications include antiarrhythmic,
antidepressants, antipsychotics, antimigraine
medications, the mycin and floxin
antimicrobials, antifungal medication,
non-sedating antihistamines, beta-agonists
for asthma, anticholinergic medications and
some chemotherapy medications such as
Tamoxifen. For the most part a prolongation
of the QT interval goes unnoticed.
However when multiple medications
that have the potential to prolong the
QT interval are prescribed there may be

Reduce & Eliminate
an additive or multiplicative drug-drug
interaction increasing the QT interval in an
unpredictable manner. In the incarcerated
population there is a relative high proportion
of people prescribed psychotropic
medications, a high proportion of asthmatics
and the potential that they may need a course
of antibiotics is also present.
One of the most serious complications of a
prolonged QT interval is an uncommon form
of ventricular tachycardia, torsade de pointes
which is inscribed on the electrocardiogram
as a twisting of the QRS axis that frequently
may be self-limiting but may also devolute
into ventricular fibrillation (5).

With the increased number of medications
being approved by the Food and Drug
Administration a list of all the medications
that may cause a prolonged QT interval
will quickly become outdated. There
is, however, a free website available (6)
along with a Smartphone app, https://
www.crediblemeds.org/ through which
a clinician may familiarize themselves
with the more common medications
that prolong the QT interval. Realizing
that many incarcerated persons are
already prescribed psychotropics, asthma
medication and antihistamines there is a
significant potential to prescribe another
medication that may prolong the QT
interval. It is incumbent that the prescriber
remains aware and performs a Medication
Reconciliation (review of the currently
prescribed medications before prescribing a
new medication) prior to prescribing a new
medication to avoid compounding a drugdrug interaction that may become fatal. n

Off-Site Trips
for the ancillary testing
required to manage
certain eye diseases like

Glaucoma
&

Retinopathy

Visual Fields
OCT
Retina Photos
Pachymetry
Angle Imaging
Tonometry.
Additional Services:

On-Site Optometry
Rx Eyeglasses $14.75
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FAIR IS FAIR –
THE PRINCIPLE OF FAIRNESS
IN CORRECTIONAL MEDICINE
By Jeffrey Keller, MD, FACCP, Chief Medical Officer, Centurion

I

am often asked by my non-correctional colleagues about
what it is like to work in a jail. I tell them that practicing
correctional medicine is different in many ways than medicine
in the “free” world. Many of them scoff at this. How could the
practice of medicine be different in a jail than it is anywhere else?
“Medicine is medicine,” they say.
But correctional medicine is different. In my experience, if you
just throw a practitioner into a jail or prison clinic without any
training, they likely will not do well, at least initially. It took me
two full years before I was comfortable in my sick call clinics
and I am still learning things as I go. Experience matters in
Corrections.
This is obvious to those of us who have experience working in
jails and prisons. But how do you explain the intricacies of a
jail medical clinic to an outside physician? I have thought about
this a lot over the many years I have practiced correctional
medicine and I have come up with several concrete examples of
how correctional medicine is different from medicine “on the
outs.” The first, and perhaps the most important, difference is the
Principle of Fairness.
The Principle of Fairness

I understand this. Outside medical practice is a business and like
any business, if a medical practice were to treat patients for free,
it will not remain in business for long. Also, there are federal
rules that say that if a practitioner waives fees and co-pays for
one patient, they must also offer that discount to Medicare and
Medicaid patients. So even if physicians are willing to treat some
patients pro bono, it may be illegal to do so.
Even patients with lesser quality insurance are discriminated
against by some practitioners. I know of physicians who refuse to
accept Medicare and Medicaid. You could be a patient of a certain
doctor I know for 30 years, but the second you turn 65, you will
receive a letter discharging you from his practice. True story!
Also, some practitioners refuse to accept negotiated price
schedules from insurance companies and so are not “preferred
providers.” This, of course, means that their patients may not see
those physicians without additional up-front cash payments.
In the end, outside medicine is, well, not fair! The “Haves” can
get any medical care they need – or want – while the “Have Nots”
must accept limited choices or nothing at all.
That is–unless they go to jail or prison

The most important difference between Correctional Medicine
and outside medicine is that in Corrections, we must be fair
and uniform in our treatment of our inmate patients. I call this
the “Principle of Fairness.” This is very different than the way
medicine is practiced outside of jails.

As we in the correctional medicine business know, incarcerated
inmates have a constitutional guarantee to medical care. Note that
I used the word “US residents” rather than “US citizens,” because
the right of an incarcerated inmate to medical care applies to
everyone who is incarcerated, whether the inmate is a citizen of
the United States or is an illegal immigrant.

Outside medicine is not fair at all

The right of inmates to necessary medical care was established in
1976 in the landmark Estelle v. Gamble Supreme Court decision.
In this landmark decision, the Supreme Court held that:

What kind of medicine you get in the outside world depends
on how wealthy you are and what quality of medical insurance
you have. Walk into (almost) any doctor’s office or clinic in the
U.S. and the very first procedure performed will be the “Wallet
Biopsy.” If you have no insurance – or inferior insurance and no
money – you may be turned away. Without insurance, you often
cannot afford to buy your prescribed medications.
I ran into this dilemma repeatedly back in the days when I was
an Emergency Physician. I would discharge an uninsured patient
with instructions to follow up with a physician in the community,
only to learn later that the physician had refused to see them
without cash up front. Variations of that happened more times
than I could count. Often, there was no one in my community
who would see an indigent ER patient.
This dilemma continues to happen to me in jail clinics. I once
had a patient arrive at the jail with Type I diabetes. We were able
to get him under control while he was incarcerated, but upon his
release, despite numerous phone calls, no local practitioner was
willing to continue to take care of him without cash up front—
which the patient did not have.
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“the deliberate indifference to serious medical needs
of prisoners constitutes the ‘unnecessary and wanton
infliction of pain’... proscribed by the Eighth Amendment.”
Memorize this line. Further legal decisions have expanded upon
what is meant by this phrase, but in the end, all jails and prisons
must provide necessary medical, mental health and dental care to
their incarcerated inmates.
We don’t do “wallet biopsies.” Everybody in our correctional
institutions, both rich and poor, can request to be seen by a
practitioner. Everyone’s medical problems are treated: both
big like cancer and small like athlete’s foot. Both acute like a
sprained ankle and chronic like hypertension. Bill Gates would
have no more right to medical care in a jail than anyone else.
In fact, a big part of our job, especially in prisons, is to make sure
that no one with hypertension or diabetes is forgotten. We call
that “Chronic Care.” On the outside, if a patient does not show up
for his scheduled yearly check up, the doctor’s office might send
him a reminder card, but other than that, too bad.
But in a well run prison, such a patient would not be forgotten. If
Volume 20 / Issue 3 / Fall 2017

necessary, medical will send a correctional officer to his housing
dorm to bring him in for his appointment. He can refuse, but it
usually has to be in person and in writing.
Medical Needs versus Medical Wants
A second difference between Outside Medicine and Correctional
Medicine is this: on the outside, there is little distinction made
between medical needs and medical wants. In fact, some of
the most lucrative medical practices are devoted to wants, like
aesthetic surgery. Most of the Direct-to-Consumer drug ads
that we see on television are (in my opinion) an attempt to make
people want drugs that they don’t need.
In jails and prisons, inmates have a right to treatment of their
medical needs, but not to their medical wants. A big part of what
correctional practitioners do is sort out needs versus wants. One
obvious example that will resonate with all correctional providers
is the inevitable request by inmates for a “double mattress.” This
is a classic “Want” but certainly not a medical “Need.” In fact,
this is not a medical issue at all, in my opinion.
The Principle of Fairness is important in any consideration of a
medical Want. You cannot give any medical service to one inmate
and deny that service to others. That creates “special” inmates
who get special privileges from medical. If you give one inmate a
medical service, via the Principle of Fairness, you are obligated to
give every inmate with similar presentation the same service. If a
correctional practitioner approves a double mattress for an inmate
complaining of low back pain, they are obligated by the Principle
of Fairness to approve a double mattress for every other inmate
who says they have low back pain.
Similarly, it is just as important that all of the medical
practitioners at a particular facility practice in the same way. It
doesn’t work to have practitioner A say not to all requests for
double mattresses (or sleeping aids or whatever) when practitioner
B at the same facility is a “light touch.” In my experience, this
is a major cause of inmate grievances. It is hard to argue with
a complaint that “Dr. B gave my bunkie an extra pillow. Well
my back hurts too, and you denied my request. This isn’t fair.”
The only solution is for all of the practitioners at a facility to get
together and decide in advance how they all are going to respond
to “Want” requests.
The consideration of Fairness underlies everything we
do in correctional medicine. It is hard to overstate how
important it is. There is not a day that goes by in my
Correctional Medicine practice where Fairness does not
come up. In fact, the patients recognize when a practitioner
is trying to be fair. Everyone, incarcerated or not, tries to
get something extra – it is human nature. But if you feel that
you equally deserve something that someone else gets that
you don’t – you get mad, upset, don’t respect the person who
gave out that one thing to someone else and not to you. Don’t
be that person. Continue to be respected by your colleagues,
security staff and your patients. Just be fair. n

ACCP SUBMITS
APPLICATION FOR
AMA SPECIALTY
SOCIETY RECOGNITION

W

ith the support of our Board and a huge push by
our membership, the ACCP was able to garner
the 50% co-membership quota that was needed
to apply for Specialty Service status with the AMA.
Executive director Christine Westbrook with the help of
Kelly Hess collected all the necessary documents to show
that the ACCP is a vibrant, stable and strong physician
membership organization that is worthy of recognition
by the AMA. President Todd Wilcox signed our letter
of intent and with those documents and membership
data, submitted the application before their deadline for
consideration. At press time, we are awaiting their decision
and will share it with our membership. Although many of
us have varying opinions of the AMA as an organization,
the undeniable fact is that it is the largest, most influential
lobbying group that impact policy and the healthcare of
our nation. If the AMA doesn’t seem to represent you,
it is because we are not represented at the AMA. If we
are awarded specialty service society status, we will get
that much needed seat at the table and the ACCP will be
honored to represent correctional medicine.

CORRDOCS IS
GOING PAPERLESS
In keeping up with technology and the
fastest way to get you your CorrDocs,
the ACCP will be transitioning to an
electronic version. The articles will
still be riveting, the photos still crisp
and intriguing, but now you can read
on the go, on the train, in the office –
ANYWHERE!
If you prefer to receive a paper copy, log in to your
ACCPmed.org account, go down and click on
“member information”. Click on “change contact/
profile information”. The option to receive paper
is at the bottom of the page.
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